Paravertebral blocks (PVBs) have been previously reported for various surgical procedures in pediatric patients. [1] [2] [3] [4] [5] Recently, ultrasound-guided PVBs and catheter replacement techniques have also been used effectively for pain relief after thoracic, cardiac and abdominal surgeries as an alternative to epidural analgesia in pediatric patients. [6] [7] [8] [9] We report a 10-year-old male patient (30 kg, 140 cm, ASA I) who underwent left latissimus dorsi muscle transfer (free flap) surgery under general anesthesia (GA) because of biceps brachii muscle motor weakness and atrophy occurring after oral (OPV) and inactive polio (IPV) vaccination (Figure 1) . A decision was made to perform thoracic PVBs (TPVBs) bilaterally after surgery for postoperative pain management. With the patient in the right lateral decubitus position, a 10 MHz high-frequency linear transducer (GE LOGIQ book XP, GE Healthcare, Milwaukee, WI) was placed approximately 2-2.5 cm lateral to the tips of the spinous processes. Sonography demonstrated the consecutive transverse processes and pleura in between. The two level TPVBs was performed using the out-of-plane technique, aiming to block the dermatomes between T2 and T8 on the left side. After negative aspiration, a total of 20 ml of 0.125% bupivacaine was divided equally and deposited in paravertebral spaces of T3-T4 and T6-T7 while observing the pleura being moved downwards (Figure 2 ). Then, with the patient in the left lateral decubitus position, the same technique was used to perform a level T1 TPVBs to provide analgesia for levels C6-T2. Ten ml of 0.25% bupivacaine was injected and a 20-gauge catheter was placed to provide vasodilation of the free flap vascular anastomosis in addition to effective pain control. The catheter was then connected to an 
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infusion pump, and an infusion of 0.2% bupivacaine was initiated (basal rate of 5 ml/h, bolus volume 5 ml and lock out 30 min) just after the extubation. The pain numeric rating scale (NRS) was ≤5 on the left side and ≤2 on the right side during the first 36 hours postoperatively. Oral paracetamol 500 mg was used twice daily as supplemental analgesic as planned.
The patient underwent a second operation for debridement 2 days postoperatively under GA, and the catheter was removed after injecting 10 ml of 0.25% bupivacaine at the end of surgery. His NRS was ≤2 again for an additional 16 hours postoperatively without any rescue analgesic. He was stable, ambulatory, and free of IV opioids and their side effects. He expressed satisfaction with his pain control.
Epidural analgesia is considered by many to be the best method of pain relief after major surgery and is used routinely in many centres. However, it was not used in our case because of the analgesia requirement for different thoracic levels on each side. Single injection and continuous TPVBs are alternatives that may offer comparable analgesic effectiveness to thoracic epidural analgesia and a better side-effect profile.
We believe this case is important insofar as it demonstrates an exceptional indication for the use of both single injection and continuous TPVBs, and determines optimal levels for the effective blocks under ultrasound guidance. 
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An exceptional indication for bilateral thoracic paravertebral block performance in a pediatric patient
